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 Australian children with special health care needs: Social-emotional and learning 
competencies in the early years  
Abstract 
This study examined the relationship between special health care needs and social-emotional 
and learning competence in the early years, reporting on two waves of data from the 
Kindergarten Cohort of Growing up in Australia: The Longitudinal Study of Australian 
Children (LSAC). Six hundred and fifty children were identified through the 2-question 
Special Health Care Needs Screener as having special health care needs. Children with 
special health care needs were more likely to be male, to have been of low birth weight, to be 
taking prescription medications, to be diagnosed with a specific health condition and to be 
from families where the mother was less well educated. These children scored significantly 
lower on teacher-rated social-emotional and learning competencies prior to school compared 
to a control group of children without special health care needs. Multiple regression analyses 
indicated that being identified with a special health care need prior to school predicted lower 
social-emotional and learning competencies in the early years of school. Results are 
discussed in terms of the implications for policy and practice.  
Keywords 
Special health care needs, Social-emotional competence, Learning competence, Early childhood. 
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Introduction 
Early childhood has been established as a period of rapid development. In the early childhood 
years, children build foundations for future skill development (Rimm-Kaufman,  Pianta, & Cox, 
2000). Previous research has demonstrated that early competence predicts positive developmental 
trajectories throughout school, and identified a strong relationship between academic and social 
competence prior to and in the early years of school (see La Paro & Pianta, 2000 for a meta-
analytic review of this literature). For example, children with higher cognitive competencies on 
school entry have been found to have a lower likelihood of grade retention and higher 
achievement scores three years later than children who might be considered to be more “at risk” 
(Pianta & McCoy, 1997). Studies have typically identified risk factors for development as 
including socioeconomic status, ethnicity and parental marital status (e.g., Entwistle & 
Alexander, 1993; McLoyd, 1998; Rimm-Kaufman, Pianta & Cox, 2000). However, additional 
risk factors are of increasing concern for the early years. Children with specific health challenges 
or who have been identified as having chronic health conditions, for example, have also emerged 
as being at risk of poorer outcomes in the early years of school (e.g. Daly, Kral & Brown, 2008; 
Kun, Mulhern & Crisco, 1983; Moore, 2005; Northam, Rankins & Cameron, 2006; Ortiz-
Mantilla, Choudhury, Leevers, & Benasich, 2008).  
Special health care needs 
A ‘special health care need’ is a condition expected to persist for a minimum of twelve months 
that requires care additional to that required by a similarly aged peer (McPherson et al., 1998). 
Special health care needs have been defined by McPherson et al. (1998) as: 
“Children..... who have, or are at increased risk for, a chronic physical, 
developmental, behavioural or emotional condition and who also require health and 
related services of a type beyond that required by children generally.” (p. 138). 
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In 2009, data from the United States of America indicated between 13% and 17% of children had 
special health care needs (Schuster et al., 2009). Within an Australian context, the population of 
children with special health care needs has not yet been identified. Limited data, therefore, exists 
on this population in Australia. However, data from the Australian Bureau of Statistics (2006) has 
indicated that up to 41% of children under the age of 15 years have a long-term health condition, 
highlighting a large population of children with paediatric health concerns.  
Due largely to advances in quality medical care, increasing numbers of children with special 
health care needs are attending formal schooling. These children face additional challenges to 
their peers, which may affect their performance in early childhood. What is unclear, however, 
is the nature of the relationship between special health care needs and social-emotional and 
learning competencies in the early years.  Drawing on previous research findings focussing 
on chronic illness and specific health conditions, special health care needs is proposed to 
have an impact on social-emotional and learning competence. It is hypothesised that the 
challenges noted in chronic illness and specific health condition populations will be shared by 
the population of children with special health care needs. For example, children with special 
health care needs are likely to face hospitalisation and condition-specific poor health, similar 
to what has been noted for children with chronic health conditions. Inevitably, hospitalisation 
and ill health remove children from the school environment. Children with special health care 
needs, therefore, face an increased number of absences (Dockett, 2004; Shiu, 2001; Shiu, 
2004). For social-emotional competence, absences disrupt friendships and friendship 
formations (Drotar, Witherspoon, Zebracki, & Peterson, 2006; Shiu, 2001). For learning 
competence, absences are linked to a fall in grades and underachievement (Blaiss, 2008; 
Moonie, Sterling, Figgs, & Castro, 2008; Soan, 2004). 
In a second example, children with special health care needs are likely to be actively involved 
in a treatment plan. The nature of treatments received in hospital and/or in outpatient clinics 
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may cause a child to feel different from their peers, and may cause isolation from friendship 
groups (Asprey & Nash, 2006; Shiu, 2001). Daily home treatment may also cause children to 
feel isolated from their peers, due to perceived ‘difference’ and personal comparisons 
(Lightfoot, Mukherjee, & Sloper, 2000). Further, medical therapy associated with these 
treatment plans can affect cognition. For example, Reeves et al. (2006) associated 
chemotherapy with a decline in later academic and arithmetic ability. Absences and medical 
treatment plans are just two examples of the range of barriers children with special health 
care needs have to confront when interacting within the school context. When considering 
such barriers to social-emotional and learning competence, it is of concern that limited 
research has focussed upon these competencies for children with special health care needs.  
The purpose of the current study is to investigate social-emotional and learning competencies 
for children with special health care needs at four to five years of age and again at six to 
seven years of age when children are in their first year of formal school in Australia. 
Specifically, the study was designed to address the following research questions: 
 (1) What are the characteristics of Australian children with special health care needs?; 
 (2) Are there differences in social-emotional and learning competence between children who 
have special health care needs and those who do not?; and 
 (3) To what extent is having a special health care need prior to school at age four to five 
years related to children’s social-emotional and learning competence in the first year of 
school at age six to seven years? 
 
Methodology 
Context: Australian Health Care  
The Australian medical system is different to, for example, medical systems in the United 
Kingdom or the United States of America. In Australia, the Australian government subsidises 
 5 
not only health services provided by State and Territory governments, but also the private 
sector. The introduction of Medicare in 1994 saw free or low cost medical options introduced 
for numerous areas, including public hospital care. For example, people admitted to hospital 
as public patients and who receive treatment through nominated doctors from the hospital are 
not charged for care. Private health cover is also available. Medicare pays 75 per cent of the 
Medicare schedule fee for services and procedures provided outside the public hospital 
system. Private health care may cover part or all of the outstanding balance.  
For mothers, midwives operate in public hospitals free of charge. Once discharged from 
hospital care, mothers are entitled to two home visits. Midwives provide support across 
several areas during these visits. For example, midwives may arrange consultations with 
health professionals, complete post labour checks, provide advice and professional care, 
provide breast feeding support and assist in the event of post natal depression.  
Community health clinics are also available as a part of the Australian health care system.  
These clinics operate in order to provide additional support and services for mothers and 
children. Free vaccinations and infant health care checks are often offered as a part of these 
centres. Aside from these clinics, family doctors or paediatricians provide care for children. 
These additional services may be free of charge to Medicare card holders, or may attract a 
fee.  
Design and method 
This paper uses data from the Kindergarten cohort of the Longitudinal Study of Australian 
Children (LSAC). Study design and sample are described in detail elsewhere.
1
  The LSAC is a 
nationally representative sample of approximately 10,000 children recruited in 2004 (Sanson et 
al., 2002; Soloff, Lawrence, & Johnstone, 2005). The study uses a cross-sequential research 
                                                             
1 Soloff C, Lawrence D, Johnstone R (2005). Sample Design (LSAC Technical Paper No. 1). Melbourne: 
Australian Institute of Family Studies. 
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design to follow two cohorts of children, a Birth cohort of 5,107 infants and a Kindergarten 
cohort of 4,983 children. At recruitment in 2004, children in the Birth Cohort (B cohort) were 
between six and 12 months of age (M = 8.8 months; SD =2.6months) and children in the 
Kindergarten Cohort (K cohort) were aged between four years six months and five years of age 
(M = 57 months; SD = 2.6 months). At recruitment, children in the Kindergarten cohort were in 
the year prior to commencing formal school. Prior to school programs vary across Australian 
states. Children in the Kindergarten cohort at age four to five years may have been attending a 
range of non-compulsory early childhood programs such as child care, kindergarten or preschool 
programs. The sample is broadly representative of all Australian children (as compared with the 
2001 Census data) in each of the two selected age cohorts. The study employed a two-stage 
clustered sampling design, stratified by state and clustered by post code within each stratum. The 
Australian Medicare database comprised the sampling frame ensuring good coverage with 98% 
of all four-year-old Australian children enrolled.  
 
Data collection 
Data were collected at each Wave from multiple informants. Informants for the study included 
children, parents, caregivers and teachers with the main informant being the primary caregiver 
(usually the mother) of the study child. Data collection included parent face-to-face interviews, 
self-complete parent questionnaires, interviewer observations, direct physical measurements, 
direct assessments of cognitive development, twenty-four hour time-use diaries, and mailed out 
questionnaires for childcare providers and/or preschool and school teachers. The parent face-to-
face interview, which took approximately an hour and a half to completed, gathered a range of 
demographic information about the child and family as well as information about child health, 
physical, social-emotional and cognitive functioning. 
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Sample for the present study 
The current study used data from the Kindergarten Cohort. That is, children who were four to 
five years of age at Wave 1 (2004). To identify children with special health care needs, a two-
item special health care needs screener, originally constructed by Bethell et al. (2002) and 
adapted for LSAC, was used. This special health care needs screener was rated by the parent, 
and was located in the parent face-to-face interview. To be identified as having a special 
health care need, children must have had a condition that has lasted, or is expected to last, 12 
months which causes medication use, and/or more medical care, mental health or educational 
services than a child of the same age usually needs. Six hundred and fifty children were 
identified as having a special health care need through this screener. The mean age of 
children within this group at Wave 1 was four years and nine months (SD = 2.6 months; 409 
males).  
Key measures 
LSAC outcome index 
The key outcome measures used in the current study were the LSAC Outcome Indices. The 
Outcome Index for LSAC is a composite of measures across three developmental domains: 
the Physical Domain; the Social-Emotional Domain; and the Learning Domain (Sanson et al., 
2005). Scores for the overall index and domain scores are composites of individual measures 
within each domain. For the current study, the outcomes were restricted to the Social-
Emotional and Learning Domains. 
 
Social-emotional competence 
Social-emotional competence was measured through Social-Emotional Domain Scores. This 
index provides a summary score of internalising behaviours, externalising behaviours and 
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social-emotional competence using the Strengths and Difficulties Questionnaire (SDQ) 
(Goodman, 1997). The SDQ offers a screening tool of social and emotional competence and 
provides information on children’s social and emotional adjustment (Goodman, 1997). 
Learning competence 
Learning competence was measured through Learning Domain Scores, a summary score of a 
child’s language, literacy and numeracy competencies, as well as their approaches to learning 
(Sanson et al., 2005). Measures included in this domain were the Who Am I?, the Peabody 
Picture Vocabulary Test (PPVT), the Matrix Reasoning Test and the subscales of Language 
and Literacy and Mathematical Thinking from the Academic Rating Scale (ARS). The Who 
Am I? measures academic competencies prior to the commencement of formal schooling (de 
Lemos, 2002), including early literacy concepts, numeracy concepts and fine motor skills. 
The PPVT measures a child’s receptive language skills (Dunn & Dunn, 1997). It provides 
parents and caregivers with information about a child’s verbal intelligence (Williams & 
Wang, 1997). The ARS Language and Literacy Scale rates children’s proficiency in 
communication and early literacy skills. The ARS Mathematical Thinking Scale rates 
competencies for numeracy and understanding of measurement and spatial concepts. Finally, 
the Matrix Reasoning Test measures visual information and processing, abstract reasoning 
and fluid reasoning.  
 
Paediatric quality of life – psychosocial scale and physical scale (PEDS-QL) 
The PEDS-QL is an instrument used for measuring health-related quality of life in children 
aged 2-18 years (Varni, Seide, & Kurtin, 2001). Two summary scores were used in this 
analysis. The Physical Health Summary Score provides information on physical functioning 
(Panepinto, Hoffman, & Pajewski, 2009; Varni et al., 2003). The Psychosocial Health 
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Summary Score is comprised of the average of the items in the emotional, social and school 
functioning scales (Panepinto et al., 2009; Varni et al., 2003).  
Socio-economic position 
Socio-economic Position (SEP) was used as a measure of family socio-economic status. SEP 
is a composite variable derived for the LSAC study incorporating variables of household 
income, maternal and paternal education and occupational prestige of the parents (adjusting 
for single parent families). The design and calculation of the SEP index has been reported 
elsewhere (Blakemore, Strazdins, & Gibbings, 2009). 
Data Analyses 
The software package used for statistical analysis in this research was SPSS 18. The data 
analytic techniques used will be discussed in the following section. 
Descriptive Analyses 
Three sets of variables were used for the descriptive analyses. Child demographic 
characteristics, child health variables and family characteristics were of interest. For 
continuous variables, means and standard deviations are presented. To examine differences 
for continuous variables between children with special health care needs and the 
Kindergarten Cohort, t-tests were used. Categorical variables are presented in terms of 
frequencies. To examine differences for categorical variables between children with special 
health care needs and children from the Kindergarten Cohort, chi-square tests were used.  
Analysis of Variance (ANOVA) 
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ANOVAs provide a statistical test of whether or not the means of different groups are equal 
or significantly different. It is considered a ‘robust’ test, that is, assumptions can be violated 
without excessively interfering with the F statistic (Field, 2009).  
Multiple Regression Analyses 
Multiple linear regression measures the degree of the relationship between selected 
independent variables and a dependent variable of interest. Four multiple linear regression 
models were constructed in a hierarchical framework for both social-emotional and learning 
outcomes. The regression analyses were evaluated using R
2 
change to examine the 
contribution of each block of variables to the prediction of the dependent variable and 
individual beta weights to examine the significance of each variable within a block. The use 
of multiple models has been supported by previous research (e.g., Hommel, Davis, & 
Baldassano, 2008; Kiernan et al., 2008; Streisand et al., 2008).  
Results  
The characteristics of Australian children with special health care needs: Research question 
1. 
Table 1 presents the descriptive statistics for children with special health care needs and the 
general Kindergarten Cohort. On average, males were more likely to have a special health 
care need than females, χ2 = 44.237, p < .001. Reflecting previous research, children with 
special health care needs reported lower mean weights at birth compared to children from the 
Kindergarten Cohort. For the children with special health care needs in this sample, the mean 
weight at birth was 3,266.03 grams (SD = 825.13), significantly lower than their peers, t 
(4931) = 2.878, p = .004. In terms of child health, children with special health care needs 
were likely to have poorer health than their peers, χ2 = 344.964, p < .001. Further, these 
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children were significantly more likely to be using prescription medications than children 
without special health care needs, χ2 = 2138.037, p < .001. Children with special health care 
needs were also more likely to be diagnosed with a specific health condition, as illustrated by 
Table 2. The results suggested a significant association between special health care needs and 
maternal level of education, χ2 = 17.32, p = .027, existed. That is, children with special health 
care needs were likely to be from households with lower levels of maternal education.  
Table 1. Characteristics of Australian children with special health care needs 
INSERT TABLE 1 HERE 
Table 2. Specific health conditions 
INSERT TABLE 2 HERE 
Social-emotional and learning competence of children with and without special health care 
needs: Research question 2.  
In order to investigate differences between children with special health care needs and their 
typically developing peers, a matched case control design was used. The 650 children 
identified as having a special health care need at Wave 1 formed the case group. The control 
group was randomly selected from the remaining 4,333 children in the Kindergarten cohort 
without special health care needs. Cases were matched based on sex, Cultural and Linguistic 
Diversity (CALD) (Australian Indigenous Status and/or Language Background other than 
English), socio-economic position (SEP) and age. That is, 650 children from the 
Kindergarten Cohort were matched 1:1 with the 650 children identified through the 2-item 
Special Health Care Needs Screener. One-way ANOVAs were run to identify differences 
between the group of children with special health care needs and the control group on Social-
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Emotional and Learning Domain Scores prior to school at age four to five years. Results, 
presented in Table 3, indicated there were significant differences between the group of 
children with special health care needs and the control group for both Social-Emotional 
Domain Scores, F (1,1293) = 76.435, p < .001, and Learning Domain Scores, F (1,1275) = 
44.446, p < .001, at four to five years of age. Examination of group means indicated that 
children with special health care needs had lower Social-Emotional Domain Scores and 
Learning Domain Scores than the control group. The effect sizes of -.049 for Social-
Emotional Learning Domain Scores and -.037 for Learning Domain scores suggest a 
moderate practical significance for these differences.  
Table 3. Social-Emotional and Learning Domain Scores at four to five years of age  
INSERT TABLE 3 HERE 
The relationship between special health care needs and social- emotional and learning 
competence in the first year of school: Research question 3. 
Multiple linear regression, with Social-Emotional Domain and Learning Domain scores at six 
to seven years of age as the outcome variables, were used to explore the relationship between 
having a special health care need prior to school entry and social-emotional and learning 
competence in the early years of school. Multiple models were developed to investigate the 
relation between sets of independent variables at four to five years of age and the outcome 
variables at six to seven years of age. The four regression models were constructed with 
blocks of variables entered in at each step. Each subsequent step included all variables in the 
previous step. The first step included the child characteristics of sex, Aboriginal and/or 
Torres Strait Islander Status and language background other than English. In the second step, 
family characteristics of socio-economic position (SEP) and family structure were added. The 
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third step saw the addition of child developmental scores, from the PEDS-QL. The final step, 
which was the focus of the study, added special health care needs to the model.  
Tables 4 and 5 present the multiple linear regression models for the Social-Emotional and 
Learning Domain Scores at six to seven years of age.  
 
Social-emotional domain scores  
The model summary (see Table 4) indicated that all four models (Model 1 [F(3,4338) = 
40.131, p < .001]; Model 2 [F(6,4324) = 53.086, p < .001]; Model 3 [F(10,3769) = 93.090, p 
< .001]; Model 4 [F(11, 3734) = 88.817, p < .001]) were statistically significant in predicting 
Social-Emotional Domain scores at six to seven years of age. In Model 1, child 
characteristics predicted a significant proportion of the variance (Adjusted R
2
 = 2.6%) in 
Social-Emotional Domain Scores at six to seven years of age. In Model 2, the addition of 
family characteristics created an overall model that accounted for 6.7% (Adjusted R
2
) of the 
total variance in Social-Emotional Domain scores. In Model 3, the addition of child 
developmental status created an overall model that accounted for 19.8% (Adjusted R
2
) of 
variance. Model 4, with special health care needs added, predicted a significant proportion of 
the variance (Adjusted R
2
 = 20.5%) in Social-Emotional Domain Scores at six to seven years 
of age. This indicates that children with special health care needs prior to school at age four 
to five years are likely to have lower social-emotional competence in the first year of school 
at age six to seven years.  
Table 4. Multiple regression models predicting Social-Emotional Domain Scores 
INSERT TABLE 4 HERE 
 
Learning domain scores   
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The model summary (see Table 5) indicated that all four models (Model 1 [F (93, 4414) = 
23.563, p < .001]; Model 2 [F (6,4400) = 67.859, p < .001]; Model 3 [F (10,3825) = 35.209, 
p < .001]; Model 4 [F (11,3790) = 36.334, p < .001]) were statistically significant in 
predicting Learning Domain Scores at six to seven years of age. In Model 1, child 
characteristics predicted a significant proportion of the variance (Adjusted R
2 
= 1.5%) in 
Learning Domain Scores at six to seven years of age. In Model 2, the addition of family 
characteristics created an overall model that accounted for 8.3% (Adjusted R
2
) of the total 
variance in Learning Domain scores. In Model 3, the addition of child developmental status 
created an overall model that accounted for 8.2% (Adjusted R
2
) of variance. Model 4, with 
special health care needs added, predicted a significant proportion of the variance (Adjusted 
R
2
 = 9.3%) in Learning Domain Scores at six to seven years of age. This indicates that 
children with special health care needs prior to school at age four to five years are likely to 
have lower learning competence in the first year of school at age six to seven years.  
Table 5. Multiple regression models predicting Learning Domain Scores  
INSERT TABLE 5 HERE 
 
Discussion 
Results provide insight into the impact that having a special health care need has upon social-
emotional and learning competence in the early years and represents the first study of its kind 
in Australia. Australian children with special health care needs were more likely to be male, 
to have been of low birth weight, to use prescription medications, to be of poor overall health, 
to be diagnosed with a specific health condition and to be from households with lower levels 
of maternal education. These findings reflect results from previous research based in overseas 
contexts (e.g. Bethell et al., 2002; McPherson et al., 1998; Nageswaran, Silver, & Stein, 
2008; Newacheck et al., 1998; Newacheck & Kim, 2005; Stein, Siegel, & Bauman, 2006; 
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Wightman et al., 2007). The finding with respect to maternal education may indicate that, 
even though there is free health care available for mothers and babies in Australia, mothers 
with fewer years of formal education may be less likely to take advantage of this. The results 
of the current study further indicated that children with special health care needs are likely to 
be at risk of poorer outcomes with respect to social-emotional and learning competence both 
prior to and in the first year of school.   
In exploring the impact that special health care needs has upon social-emotional and learning 
development in the early years, it is notable that children with such diagnoses are ‘at risk’ in 
these domains. Statistically significant differences were evident between children with 
special health care needs and a control group without special health care needs for social-
emotional competence and learning competence at four to five years of age. These findings 
are comparable with the results from similar studies conducted with related populations and 
in overseas contexts. For example, a study conducted by Curtis and Luby (2008) investigated 
273 St Louis preschool children and found chronic illness to be significantly associated with 
early-onset depressive symptoms and impairment in several social functioning domains. 
Similarly, Schweitzer et al. (2000) suggested a link between ADHD and impaired functioning 
of the frontal lobe, which has an impact upon working memory, leading to a significant 
disadvantage in achieving academic goals in the early years. Further, Fowler, Davenport and 
Garg (1992) found that asthma status was an important predictor of learning disability. These 
studies, and those similar, support the findings from the current study that children with 
special health care needs are at risk of social and academic difficulties prior to school entry.  
Previous research presents a range of risk factors associated with development in the early 
years. For example, the link between socioeconomic status and future outcomes has long 
been explored. Our results indicated that special health care needs at four to five years of age 
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had a significant association with social-emotional and learning competence at six to seven 
years of age over and above the contribution of SEP. That is, although SEP was clearly an 
important predictor of children’s outcomes, children with special health care needs prior to 
school were also likely to have social-emotional and academic difficulties in the early years 
of school. These results are consistent with some previous research, indicating that early 
health status is associated with future social and learning outcomes. For example, ADHD 
behaviours, such as aggression, have been noted as predictors of later social difficulty (e.g., 
Bagwell et al., 2001; Hinshaw & Melnick, 1995). In addition, asthma status has been 
proposed as an important predictor of future learning disability (Blackman & Gurka, 2007; 
Fowler et al., 1992).  
The findings from our research have a number of implications for theory, policy and practice. 
Findings support existing theories regarding the relationship between child health and 
outcomes. Previous literature had suggested that children with special health care needs had 
particular characteristics and that having a special health care need could be considered a risk 
factor. Research that informed this literature, however, was not based in an Australian context 
and relied upon results from specific health conditions and/or from paediatric populations 
with chronic illnesses. That is, the findings in this study represent the first of their kind within 
Australia. These findings also provide support for previous literature based in differing 
contexts, such as the medical and nursing domains, that propose an association between 
health status and social-emotional and learning outcomes (Curtis & Luby, 2005; Fowler, 
Johnson, & Atkinson, 1985). Thus a multi-disciplinary approach to accommodating children 
with special health care needs within the early years is needed to ensure their optimal 
development.  
Currently in Australia there is no formal education policy addressing the needs of children 
with special health care needs. A coherent school policy could draw attention to basic 
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information on special health care needs, guidelines for teacher to take account of individual 
health needs, implications for pastoral work, and resources to support teachers in their 
practices to adapt their programs (Dyson, Atkin, Culley, & Dyson, 2007). For example, 
policy documents for children with special health care needs require processes for supporting 
successful reintegration into schooling following absence, the administration and storage of 
required medications, and strategies for direct communication between health professionals 
and education staff. Further, policy documents would acknowledge the risk factors for 
children with special health care needs, identified within this paper, and provide strategies to 
assist in overcoming these issues. Education policy, therefore, should strongly recommend 
appropriate intervention and support programs be implemented.  
Previous research has shown the benefits of intervention programs in the early years for other 
identified ‘risk factors’ (Pianta & Walsh, 1996). Intervention programs have already been 
established for many groups ‘at risk’, including children from low socio-economic 
backgrounds and minority groups. These findings have indicated that special health care 
needs should be identified as a ‘risk factor’ within the social-emotional and learning domains. 
Intervention and support programs, therefore, need to be created for this group of children. 
Further, it has been suggested that the implications of special health care needs extend 
beyond the educational domain. Thus, intervention programs and support aimed purely at the 
education domain may not provide adequate assistance. This research has identified that 
children with special health care needs are heavily involved in medical contexts. 
Understanding this, a teacher can, with parental permission, establish a working relationship 
with the child’s health care providers. This should provide the teacher with a better 
understanding of the child’s challenges, and enable better planning and support.  Further 
research may investigate specifically the individual factors that place children with special 
health care needs at risk. This will enable intervention and support programs to be 
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specifically tailored to provide appropriate support. Further research would be required to 
determine what content is practical and feasible within these programs. The longitudinal 
nature of LSAC will provide information for several more waves. Thus, investigation could 
continue through Wave 3, providing further unique research into outcomes for Australian 
children with special health care needs. Extending the study past the early childhood years to 
include adolescents and young adults may highlight developmental challenges that are 
different from those identified in an early childhood setting.  
 
Conclusions 
In conclusion, the present study extends our understanding of Australian children with special 
health care needs. Results suggested that children who have special health care needs prior to 
school are likely to have social-emotional and academic difficulties in the first year of school. 
Children identified as ‘at risk’ benefit from early intervention (Pianta & Walsh, 1996). 
Previous research has shown the benefits of intervention programs in the early years for other 
identified ‘risk’ factors (Pianta & Walsh, 1996). Results from the current study have 
indicated that special health care needs should be identified as a ‘risk factor’ within the 
social-emotional and learning domains and that there is a need for the development of 
targeted interventions to ensure these children are not disadvantaged. 
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Table 1. Characteristics of Australian children with special health care needs 
 n % 
Male 409 63 
Health status   
% Excellent 207 32 
% Very Good 249 38 
% Good 130 20 
% Fair 54 8 
% Poor 8 1 
   
% use prescription medication 440 65 
   
Birth Weight M(SD)  
Children with special health care needs 3,266.03 (825.13)  
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Table 2. Specific health conditions 
 Children with Special Health 
Care Needs 
Whole Kindergarten Cohort 
Condition  n %  n % 
Asthma 367 56.5 641 15 
Wheezing  
or whistling 
405 62.3 1,008 23.5 
Eczema 161 24.8 477 11.1 
Food allergies 140 21.5 267 6.2 
Ear infections 99 15.2 283 6.6 
Other physical 
disabilities 
73 11.2 38 0.9 
Hearing Problems 62 9.5 99 2.3 
Vision Problems 43 6.6 101 2.4 
ADD or ADHD 28 4.3 25 0.6 
 
 
Table 3. Social-Emotional and Learning Domain Scores at age four to five years  
 Children with special 
health care needs 
(n = 650) 
Control 
Group 
(n = 650) 
  
Domain M SD M SD F Cohen’s d 
Social-Emotional Domain  95.69 12 100.95 9.55 76.44 -0.49 
Learning Domain  97.23 10.58 101 9.59 44.45 -0.39 
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Table 4. Multiple regression models predicting Social-Emotional Domain Scores 
 Model 1 
 
Model 2 Model 3 Model 4 
 ∆R
2 p ∆R2 p ∆R2 p ∆R2 p 
 .026 .000 .069 .000 .196 .000 .205 .000 
  p  p  p  p 
Sex -.141 .000 -.141 .000 -.131 .000 -.122 .000 
ATSI -.075 .000 -.047 .002 -.050 .001 -.049 .001 
LOTE -.045 .003 -.047 .001 -.019 .191 -.018 .210 
Lowest 25% SEP Scores*   --- --- --- --- --- --- 
Middle 25% SEP Scores    .153 .000 .154 .000 .153 .000 
Highest 25% SEP Scores    .2 .000 .211 .000 .211 .000 
Family Structure   .088 .000 .069 .000 .069 .000 
Low  PEDS Physical scores*     --- --- --- --- 
Middle PEDS Physical scores     .073 .000 .068 .000 
Highest PEDS Physical scores      .095 .000 . 091 .000 
Lowest PEDS Psychosocial scores *     --- --- --- --- 
Middle PEDS Psychosocial scores     .213 .000 .206 .000 
Highest PEDS Psychosocial scores     .351 .000 .342 .000 
SHCN       .091 .000 
*Note: The reference group has been included in this table.   
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Table 5. Multiple regression models predicting Learning Domain Scores  
 Model 1 
 
Model 2 Model 3 Model 4 
 ∆R
2 p ∆R2 p ∆R2 p ∆R2 p 
 .015 .000 .083 .000 .082 .000 .093 .000 
  p  p  p  p 
Sex .000 .977 -.001 .000 .01 .605 .019 .213 
ATSI -.110 .000 -.071 .941 -.07 .000 -.072 .000 
LOTE -.061 .000 -.064 .001 -.05 .001 -.055 .000 
Lowest 25% SEP Scores*   --- --- --- --- --- --- 
Middle 25% SEP Scores    .157 .000 .16 .000 .154 .000 
Highest 25% SEP Scores    .325 .000 .32 .000 .319 .000 
Family Structure   .020 .193 .02 .375 .010 .588 
Low  PEDS Physical scores*     --- --- --- --- 
Middle PEDS Physical scores     -.02 .189 -.028 .101 
Highest PEDS Physical scores      -.06 .003 -.059 .002 
Lowest PEDS Psychosocial scores *     --- --- --- --- 
Middle PEDS Psychosocial scores     .06 .002 .048 .020 
Highest PEDS Psychosocial scores     .07 .000 .059 .003 
SHCN       .107 .000 
*Note: The reference group has been included in this table.   
 
 
 
 
